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SAFEGUARDING THE HEALTH OF 
MOTHERS AND CHILDREN 











Rehabilitating the Hard-of-Hearing Child 


By DorotHy A. SUTHERLAND and MAXINE MILLER 


Medical-social workers, formerly with Massachusetts Eye and Ear Infirmary, Boston 


Since the 1930 White House Conference many 
advances have been made in the care of children, 
medically and socially. Public-health programs 
have done much to control diseases that were in- 
capacitating many of our children permanently, 
and the crippled children’s program under the 
Social Security Act has taken into account the 
social as well as the medical needs of children 
suffering from various physical limitations. The 
hard-of-hearing child, however, unlike the pro- 
foundly deaf child, has been seriously neglected 
both medically and socially. His behavior and his 
social responses have been misunderstood by his 
parents, his teachers, and his playmates. Too often 
he has been considered stupid in school, has failed 
repeatedly in his class work, has been found in- 
attentive or uninterested, and thus regarded has 
struggled along in school for even 5 or 6 years 
before the real nature of his difficulty is discov- 
ered. At home he has been scolded for not paying 
attention when spoken to, for disobedience, for 
failure to carry out instructions that he did not 
hear. He has been left out of games by his play- 
mates, laughed at for making irrelevant replies to 
their questions, and, unable to stand their derision, 
has reacted in ways that make him seem more 
different from others than he really is. 


Physicians, Educators, and Social Workers Recognize 
Need 


Physicians, educators, social workers, and 
others interested in children are becoming increas- 
ingly aware of the need for more knowledge con- 
cerning hearing handicaps and for the develop- 
ment of adequate facilities to meet this need medi- 
cally, educationally, and socially. 

This article concerns the study of 300 hard-of- 
hearing children in a clinical setting at the Massa- 
chusetts Eye and Ear Infirmary in Boston by the 
Winthrop Foundation for the Study of Deafness. 
This foundation has the threefold program of ex- 
ploring the problems of hearing in children in 


general, offering a well-rounded program of medi- 
cal and social treatment for the children studied, 
and stimulating community interest in, and under- 
standing of, the hard-of-hearing child. 

The children studied live in the New England 
States; some were referred to the foundation by 
private physicians, other hospitals and _ clinics, 
public and private social agencies, State and local 
departments of education and rehabilitation, and 
some were selected from the patients of the reg- 
ular ear clinic of the Massachusetts Eye and Ear 
Infirmary. 


Degree and Type of Hearing Impairment May Vary 


seing hard of hearing does not have the same 
meaning in every child, as the degree and the 
type of impairment of hearing vary. For example, 
one type of impairment may limit the distance at 
which the child can hear conversation to 2 or 3 
feet, though he may be able to distinguish readily 
some sounds that are beyond this range. More- 
over, if such a child is able to read lips, he may 
give the impression that he can hear at a con- 
siderably greater distance than this, but the limita- 
tion is obvious if his back is toward the speaker 
or if he is in the dark. Another type of hearing 
impairment often results in a babyish, poorly de- 
veloped speech, which is due to the fact that al- 
though the child hears some sounds well he hears 
others in distorted form, and he reproduces both 
in his speech as they sound to him. 

For the purpose of this article the hard-of- 
hearing child may be defined roughly as one who 
has enough residual hearing to understand ordi- 
nary speech if the sounds are sufficiently amplified. 
The cases described here all relate to children who 
were hard of hearing according to this definition 
and whose disability was severe enough to war- 
rant the use of a hearing aid. 

The method of studying the children under this 
program is as follows: Each child’s difficulties are 
thoroughly analyzed by the physician in charge 


51 








J 
bo 


THE CHILD 


Vol. 9, No. 4 





of the program. The physician interviews the 
parents and the child and obtains a detailed de- 
velopmental and family history, finds out how 
much difficulty the child’s poor hearing creates, 
and begins to explain to the child and to the 
family how the situation can best be helped. Then 
the child is given a series of special hearing tests 
which indicate accurately the nature and degree of 
his hearing disability. Otologic and pediatric ex- 
aminations and individual psychometric tests are 
given, and a qualified speech teacher is consulted 
if this is necessary. The results of all this study 
are coordinated in order to have a well-rounded 
evaluation of the child’s difficulties as a basis for 
treatment. The medical-social worker contributes 
her knowledge of the child’s personality and of 
his attitudes toward his handicap, which she has 
obtained from interviews with the child and his 
family, as well as from reports from his school 
and from any social agencies that have known 
him. 


Medical and Surgical Procedures Used for Correction 


When possible, elimination or reduction of the 
handicap is brought about by medical and surgi- 
cal procedures. Since it is not possible in many 
instances to restore normal hearing, an effort is 
made to reduce the hearing disability by such 
measures as lip-reading instruction, speech cor- 
rection, and individual instruction to assist in re- 
education of the child with regard to hearing and 
in the use of a carefully selected hearing aid. 


Social and Educational Adjustment Sought 


The primary purpose of having a_ medical- 
social worker in the clinic organization is to assist 
the child and his parents to accept the hearing 
handicap and to make the best possible social and 
educational adjustment. Experience has shown 
that the medical-social worker can contribute most 
effectively to the study of the child and to his 
adjustment if she establishes a relationship with 
him early in the study, before any definite medical 
plan is made. The final recommendations for each 
child are made as the result of the combined data 
obtained by the physician, the medical-social 
worker, the psychologist, and the speech teacher. 
Conferences are held by the staff, at which each 
child is discussed and a comprehensive plan is 
made to meet his special and general problems. 

Often both the parent and the child are able to 
accept a diagnosis of a permanent hearing dis- 
ability intellectually but cannot do so emotionally. 
In these instances it is necessary to undertake 
medical-social treatment to discover the factors 


preventing the carrying out of the medical recom- 
mendations. Parents oiten fear that the child will 
become totally deaf; that he will be a complete 
failure in his school and social situations; that a 
hearing aid will be even more of a handicap to 
him socially than the hearing loss; that the wear- 
ing of an instrument will further damage his 
hearing ; also, that they are in some way to blame 
for the child’s condition. Older children, who are 
more aware of the significance of their hearing 
loss than younger ones, often have similar anxt- 
eties. Both parents and children may hesitate 
to discuss these fears with the examining physi- 
cian, either because they feel that he does not 
have time to hear their difficulties or because they 
look up to him as a person of authority whose 
plan they must not openly question. It is the 
medical-social worker’s responsibility to enable 
the parents and the child to express their feelings 
frankly in order that misunderstanding, fears, and 
anxieties may be dealt with whenever possible. 
Some misunderstandings must be handled with 
the help of authoritative information from the 
doctor after they are expressed. 


Child Afraid To Use Hearing Aid 


A 16-year-old girl who had apparently accepted the 
physician s recommendation for a hearing aid indicated in 
her conversation with the medical-social worker her fear 
that wearing it would destroy all her hearing. When this 
was made known the doctor was in a position to relieve 
her fears so that she willingly obtained a hearing aid. 

In other instances the anxieties are deep-rooted, 
and the medical-social worker must have numer- 
ous interviews and use all her skills in order to 
understand and treat the patient’s resistance to 
carrying out the recommendations. 

Minimizing her disability, a 16-year-old girl did not 
wish to wear a hearing aid, but became willing to do so 
after a series of interviews with the medical-social 
worker, during which she discussed her feelings of shame 
about her school failures and her increasing insecurity 
in her social relationships. She was helped to see more 
clearly how her difficulties were related to her poor hear- 
ing and to her sensitiveness about it and to realize that 
a hearing aid would be a great help to her. 


Early Detection of Hearing Loss Important 


The early detection of hearing loss is extremely 
important if the child is to be kept from develop- 
ing poor speech and if he is to be ready to com- 
pete with other children at entry in school. Yet 
many parents have difficulty in connecting symp- 
toms noticed in the children with loss of hearing. 

The great majority of preschool children with 
poor hearing have been handicapped from birth 
or early infancy. 
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A sensitive, retiring little girl, 5 years old, was 
thought to be “wilful” and was often reprimanded for 
failure to mind. The mother finally noticed that when 
the little girl was playing in the yard she did not respond 
to her mother’s call, but came immediately as soon as 
her brother told her she was being called. Then the 
father began testing her hearing with his watch, and 
discovered that she could not hear the tick of the watch 
at all, and that she could hear an alarm clock ticking 
mly when it was held close to her ear. 


Only Observant Parents or Physicians Detect Loss 
in Preschool Children 


Since these children are not yet in school and 
very few of them are in nursery school, their 
hearing loss is discovered only by observant par- 
ents or physicians. As most of them have been 
handicapped since birth or early infancy, their 
speech development is usually very poor. They 
have a limited vocabulary, and their “baby 
speech” continues even up to the age of 5. Play- 
mates notice that they are different, that they are 
unable to join easily in the games, and so often 
ignore them or tease them. Therefore, they plav 
by themselves more than do other children. Since 
they do not hear themselves, they are usually very 
noisy. Poor hearing and poor understanding of 
words limit their ability to learn through verbal 
explanations, and the most effective way for them 
to learn about a thing is to feel it and take it 
apart, with the result that they appear to be more 
destructive than the average child. Many are 
unable to establish a secure relationship with their 
playmates and are unusually retiring and depend- 
ent upon their parents. 


Parents May Become Overprotective 


The parents in turn, realizing that their child 
is “different” even when not recognizing the 
cause, become overprotective and thus further 
foster the child’s dependence upon them. The 
parents tend to be extremely anxious about their 
child, constantly comparing his development with 
that of other children, and are too often further 
confused by the opinion of friends and sometimes 
doctors that their child is just slow and that he 
will outgrow his poor speech and behavior diffi- 
culties. 


Types of Hearing Disability 


Hearing disabilities in children of school age 
may be of two types. In some children the hear- 
ing loss dates from birth or early infancy but has 
not been recognized by the parents, while in others 
hearing may become impaired during their school 
years. Teachers eventually notice the difficulty, 
but with adequate testing the cause of poor grades 
‘ould be found much earlier than school age. 


One 12-year-old boy of normal intelligence was about 
to repeat the fourth grade for the third time when his 
hearing disability was noticed and he was referred to 
the infirmary for study. 


A boy who had always been considered normal by his 
parents seemed to his teacher to be either mentally de- 
ficient or a severe behavior problem. At 6 years of 
age, his speech was slurred and rather babyish; he 
seemed unable to do the required school work, got along 
poorly with the other children, and often cried for no 
apparent reason. His teacher through close observation 
discovered that whenever she stood farther than 10 feet 
away from him while talking to the class he cried and 
showed considerable anxiety. At her suggestion the 
mother brought him to the infirmary for examination, 
and he was found to have a marked hearing loss. For- 
tunately this child’s disability was discovered and cor- 
rected when he was quite young. 


Adolescents Emotionally Disturbed by Handicap 


Some of the children seemed able to accept 
their handicap with a minimum of emotional con- 
flict, but most of them, particularly the adoles- 
cents, showed varying degrees of disturbance. 
Many felt some shame and embarrassment and a 
desire to minimize or conceal their condition, 
since it was not apparent by observation. An out- 
standing characteristic was their lack of self-con- 
fidence; they tended to avoid any new situation, 
whether it was meeting a person for the first time 
or undertaking part-time work in after-school 
hours. Some seemed to feel very inadequate and 
needed to be given much encouragement and sup- 
port before they could begin to realize that they 
were not just stupid. One girl began to feel that 
her friends were deliberately trying to leave her 
out of their activities. When they joked and 
talked she feared they were talking about her. 
This attitude of blaming others for situations that 
really resulted from poor hearing was often found 
among youngsters who knew that they were not 
getting along well with their companions although 
they did not know the reason. 


Attitudes Toward Handicap Vary 


About half the school children studied were 
able to do satisfactory school work, but only with 
great effort. Others became discouraged when 
they were unable to follow class discussions, and 
they began to lose interest in school. It was fre- 
quently found that such children, who did not do 
well in school and did not join in the activities of 
their friends, tended to become overdependent 
upon their families. 

Once the hearing loss was recognized some 
children and their parents presented constructive 
attitudes toward the handicap and the physician’s 
recommendations, while others were resistant and 
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needed considerable help from the physician and 
the medical-social worker. In general, the parents 
who had helpful, understanding attitudes toward 
their children had a constructive point of view 
about their child’s hearing loss, and these children 
in turn were much less disturbed than were those 
whose families were more upset emotionally about 
the condition. 

A girl in whose family were several persons with 
serious hearing handicaps began losing her hearing at 
the age of 9, the same age at which her father first 
began to lose his. Despite the fact that his handicap had 
caused him many difficulties, both social and economic, 
he and other hard-of-hearing members in the family 
had made excellent adjustments. Although the family 
were naturally distressed about the girl’s difficulties they 
faced the situation realistically. The child expressed 
some concern about being deaf like her father and her 
grandmothers. However, through the intelligent way 
in which her parents handled the situation she was able 
to react as a normal child in her school and home en- 
vironment and later had no difficulty in accepting the 
necessity for having a hearing aid and in using it easily. 


Parents Sometimes Minimize Child’s Hearing Loss 


A few parents insisted upon minimizing the 
child’s hearing losses, maintaining that he could 
improve his school marks if he would “pay more 
attention” and “try harder.” Others felt that their 
child would outgrow the difficulty and therefore 
felt that there was nothing to be concerned about. 

On the other hand, a considerable number of 
parents showed a degree of concern which made 
it extremely difficult for the child. Some had 
made definite plans for the child’s future and were 
discouraged because they felt that a permanent 
hearing loss would be an insurmountable obstacle 
to the child’s “making something of himself.” 
In several cases, because of the parents’ desire 
for the child’s success, their disappointment was 
quite obvious to the child, and he began to feel 
that he would be a failure. 

Particular difficulties were encountered in fam- 
ilies where a hard-of-hearing parent had made a 
poor adjustment. 


One mother who was very hard-of-hearing and who 
had always felt that she had been discriminated against 
at home because of her disability, showed a great deal 
of concern about her 12-year-old daughter who now had a 
slight hearing loss. She refused to have the girl study 
lip reading and constantly expressed the fear that this 
girl was “different” from the other children and was 
sure to have an unpleasant life. 


Sometimes the problem of progressive loss of 
hearing in a child intensified friction already ex- 
isting between the child and the parents. One 
16-year-old girl, for example, was rapidly losing 
her hearing, had already competed unsuccessfully 
with a younger sister for her mother’s affection, 
and was now extremely disturbed because she felt 


that her mother disliked her even more because of 
her poor hearing. 

The proper selection and fitting of a hearing aid 
is a skilled medical technique, based upon the re- 
sults of medical and social studies. 


Adjustment to Hearing Aid May Be Difficult 


Adjustment to the use of a hearing aid is 
sometimes a rather difficult process from both the 
technical and emotional point of view and re- 
quires the continuation of service from the clinic 
staff for a considerable period oi time. Clinic 
teachers guide the children in using their hearing 
aids correctly so as to make the most effective use 
of their residual hearing, and also in combining 
their lip reading and their hearing for the better 
understanding of conversation and in correcting 
speech defects if they are present. 

The child is given periodic hearing tests, with 
and without the hearing aid, over a period of 
years, so that any technical difficulties may be dis- 
covered and attended to and so that any change 
in the degree of hearing loss may be noted and 
compensated for. 

The medical-social worker maintains a con- 
tinuous relationship with the child and his family 
and follows his adjustment to his school and 
home situation. Close cooperation is maintained 
with the school in order to help the teachers un- 
derstand the child’s individual problems as they 
are presented. Just as a child’s attitude toward 
his hearing loss is conditioned by the attitude of 
his parents, his personality, and his environment, 
his ability to make an effective adjustment is like- 
wise dependent on these factors. Recognizing 
these emotional and environmental variables and 
dealing with them effectively is an essential part 
of the medical-social worker’s contribution. 


The Younger the Child the Better the Adjustment 


In general, the younger the child the better 
is his adjustment to the use of a hearing aid. In 
the clinic group of children from 3 to 6 years of 
age, spontaneous enthusiasm for the hearing aid 
led, in almost every case, to rapid and complete 
adjustment. Most of these children had had im- 
paired hearing from birth or early infancy, and 
their immediate reaction to the hearing aid was 
one of surprise and delight at hearing sounds they 
had never heard before. One child ran up and 
downstairs, amazed that her feet made a noise, 
and another tore paper to hear the sound. An- 
other got a great deal of pleasure from listening 
to traffic noises for the first time, and several 
wanted to wear their instruments to bed so that 
they would be sure not to miss hearing any sounds 
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when they awoke in the morning. With these 
young children, the pleasure in hearing far out- 
weighed any other feelings they might have about 
a hearing device. The efforts of the medical-social 
worker were directed toward helping the parents 
develop and maintain constructive attitudes that 
would reinforce the child’s own feelings of satis- 
faction and pleasure. 


Associate With Normally Hearing Children 


After the preschool child had become used to 
his hearing aid, it was found advisable in many 
cases to have him join a nursery-school group in 
order that he might associate with normally hear- 
ing children in a supervised environment. The 
ease with which 3- to 4-year-old children using 
hearing aids adjusted to nursery school often made 
it possible for them to begin regular school with 
their own age group instead of struggling along 
unsuccessfully or going to a school for the deaf. 
They showed real enthusiasm in correcting and 
developing their speech and were proud of their 
ability to regulate and care for their hearing aids. 
The real success of little children with impaired 
hearing in functioning as essentially normal chil- 
dren is the most effective argument against the 
old idea of waiting until a child is grown before 
attempting to correct a hearing disability with a 
hearing aid. 

The adjustment of children 6 to 9 or 10 years 
of age is usually similar to that of preschool chil- 
dren. Teachers have shown real skill and under- 
standing in assisting these children during the 
potentially difficult period when they begin to 
wear their aids to school. 

The teacher of a first-grade class, after a discussion 
with the medical-social worker about a little boy who 
was going to use a hearing aid in school, prepared the 
class by telling them about the hearing aid and explain- 
ing how it would help their small classmate. The little 
boy knew how interested the other children were in 
seeing it. On the first day he wore it to school the 
teacher brought him to the front of the room, explaining 
to the class that now the little boy had the hearing 
aid that they had all heard so much about, and since 
it was such an important occasion they were going to 
take some time so that he could show them just how 
it worked. She asked several children to go to the back 
of the room and speak to him, and the little boy was 
delighted to show that he could answer without diffi- 
culty. Her own acceptance of the situation and her 
skillful guidance of the children’s natural curiosity into a 
constructive channel gave the little boy a pleasant ex- 
perience which added to his self confidence. This way of 
handling the situation also satisfied the children’s curi- 
osity, and they almost immediately accepted the hearing 
aid as a matter of course and paid no further attention to 
it. 

The adjustment of the older child, in the pre- 
adolescent and adolescent years, is usually more 
complicated. He has developed more definite 


attitudes and feelings about his hearing loss and is 
more concerned about the reactions of others, par- 
ticularly his friends. Since adolescence is a period 
of physical and emotional change and development, 
any permanent physical disability, particularly one 
that affects social relationships as directly as does 
a hearing loss, affects the child’s personality, 
sometimes to a serious degree. Therefore he 
usually has mixed feelings about a hearing aid. 
His pleasure at hearing well is often tempered 
by his concern about the attitude of others, and 
he feels that the instrument will make him even 
more different from his friends than the poor 
hearing did. This is a problem that must be faced 
realistically. Although many children can be 
helped rather easily to get over these fears, others 
cannot begin to wear the instrument successfully 
as soon as it is recommended, because their feel- 
ing of insecurity is already so marked that a hear- 
ing aid is likely to increase it. Although some of 
these situations can be handled by the physician 
and the medical-social worker, psychiatric advice 
and treatment may be needed when a child is 
seriously disturbed. It must be kept in mind that 
not all the behavior problems presented by such a 
child are necessarily related directly to the hear- 
ing loss. 


Medical-Social Worker Helps Adolescents 


The medical-social worker’s interviews with 
many of these adolescents helped them to develop 
feelings of security and understanding so that 
they could bring themselves to follow the recom- 
mendation for a hearing aid. Their adjustment 
was slower, however, than that of the younger 
children, and many needed a sustained relation- 
ship with the medical-social worker over a much 
longer period of time. 


An attractive but retiring girl of 16 accepted without 
difficulty the necessity for wearing an instrument, but 
only gradually was able to show progress in overcom- 
ing her feeling of inferiority in regard to wearing it. 
However, in her discussions with the social worker she 
began to see that her extreme reluctance to make new 
friends and her fear of saying the wrong thing in class 
were the result of difficulties experienced before she 
obtained her hearing aid. After a little more than a 
year she was able to recognize that her fears no longer 
had any real basis. She began to show more self-confi- 
dence, and her social relationships became more satis- 
tactory. 

Follow-up in a group of school children wear- 
ing hearing aids has shown that they improve 
considerably in their school work. Teachers re- 
port that they are more interested and participate 
more actively. One high-school boy, after obtain- 
ing the aid, expressed the feeling that he was 
“living in a new world.” He especially enjoyed 
being able to follow group conversation and to 
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take an active part in it. Several who had been 
discouraged about their ability to do anything 
but simple mechanical work are now planning to 
have further education in a field that interests 
them. 

Most of the children have shown an increased 
ability to stand on their own feet instead of de- 
pending excessively on their parents. The parents 
in turn are now able to allow them more freedom 
and feel more ready to encourage them to under- 
take activities appropriate for children of their 
ages. In a number of families in which the child’s 
loss of hearing resulted in friction, the situation 
has improved as the child began developing more 
adequate social relationships. One girl who had 
difficulty with her two sisters does not seem so 
concerned about it now that she has outside activi- 
ties to occupy her mind. 


Children Show Increasing Self-Confidence 

The most outstanding change in the school- 
age children was increasing self-confidence and a 
desire to be with other people. The girls almost 
immediately began to show more interest in their 
appearance, arranged their hair in more becoming 
ways, and selected their clothing with more care. 
Their increased ease in social relationships seems 
to be related to their feeling that they are now 
like other children and can do what the others do. 
\s one girl expressed it, “I’m still scared some- 
times, but now I know I can do it.” It has been 
interesting to observe some of them taking the 
initiative in finding work after school—the same 
ones who were formerly afraid of even riding on 
a street car alone. 

We do not wish to give the impression that 
once the use of the hearing aid is accepted all the 
problems are immediately solved. Some children 
who usually get along well have occasional periods 
during which they are discouraged and begin to 
worry about what other people think. Others 
wear their hearing aids without concern when in 
school but are sensitive about wearing them out- 
side. Boys have more difficulty than girls in this 
matter, partly because a hearing aid on a boy is 
more conspicuous and partly because most boys 
participate in active sports in which a hearing aid 
is a handicap. 

\ 10-year-old boy with poor speech faced the possi- 
bility of being placed in a special class because of his 
school failures. He was found to have a hearing loss, 
and he readily accepted the necessity for wearing a hear- 
ing aid. For a year he adjusted well, his school marks 
improved considerably, and his speech became clearer. 


A limited supply of reprints of this article will be available from the Children’s Bureau, Washington 25, D. C. 


He became active in school affairs and played baseball 
with the other boys at recess. Then he began to com- 
plain of mechanical difficulties with the instrument and 
to leave it at home. It was found that the boys had 
begun to keep him out of the baseball games, which 
were important to him, because they were afraid they 
would break his hearing aid, and therefore he was leav- 
ing it at home. Arrangements were soon made with the 
teacher to provide a place where the instrument might 
be kept during recess. A place was also suggested 
where he might keep the instrument when playing after 
school. He is now willing to wear the aid during school 
hours and at home after dinner, and is again included in 
the ball games. 


In spite of the efforts of many interested groups 
the general public is not yet aware of the preva- 
lence of hearing difficulties, particularly among 
children and young people. There is a lack of 
understanding of the problems of the child with 
poor hearing and too little knowledge of the con- 
structive measures that can help him. The general 
lag in community interest and understanding has 
meant that many are continuing to be unneces- 
sarily handicapped. 

Since the preschool child adjusts more easily 
to a hearing difficulty than the older child, it is 
important to discover any impairment in hearing 
as early in childhood as possible. The hard-of- 
hearing child presents a complex problem that 
cannot be solved entirely by the arbitrary selec- 
tion of a mechanical hearing device. A hearing 
loss is basically a medical problem, and every child 
who has a hearing difficulty or is suspected of 
having one should be examined by an otologist, 
who can give whatever medical or surgical help 
is available before resorting to a mechanical de- 
vice. On the whole, teamwork involving the ser- 
vices of physicians, psychologists, medical-social 
workers, and teachers seems to be essential if the 
hard-of-hearing child is to be offered a_well- 
rounded program of treatment as a total person- 
ality in relation to his limitations. 


Hard-of-Hearing Children Can Be Helped To Lead 
Happier Lives 


The experience thus far in the Winthrop 
Foundation for the Study of Deafness has shown 
that hard-of-hearing children can be helped to 
lead happier lives, do better school work, and look 
forward to a future in which life is potentially 
normal for them as adults, economically and so- 
cially. If the hard-of-hearing child is given the 
best medical care and social service, he will be 
able to make his contribution to society as well as 
to find happiness for himself. 
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British Recommendations With Regard to Children With 


Rheumatic Fever 


3y Berry Huse, M.D. 


Assistant Director for Crippled Children, Division of Health Services, U. S. Children’s Bureau 


Only within recent years has it been widely 
realized in the United States that rheumatic fever 
is one of the most serious threats to the life and 
health of our children. In Great Britain the situa- 
tion is equally serious, and the medical profession, 
the health authorities, and the public have been 
aware of the problem for a number of years. It 
is of great interest, therefore, to compare recom- 
mendations made recently in Great Britain by 
the Cardiac Society and the British Paediatric 
Association with the policies that have been fol- 
lowed in the United States in the development of 
public programs for the care of children with 
rheumatic fever or heart disease. 


No State Programs for Children With Rheumatic 
Fever Until 1939 


Until 1939 in the United States no public pro- 
visions had been made specifically for the care of 
children with rheumatic fever, except for services 
provided in a very few large cities by city health 
departments. Since 1939, however, when an ad- 
litional annual appropriation for crippled chil- 
dren’s services of $1,020,000 was authorized by 
Congress, the Children’s Bureau has set aside 
some funds annually for the development of State 
programs for children with rheumatic fever. The 
amount of funds that could be used for this pur- 
pose was very small compared to the total needs, 
and it was decided that the best use of the funds 
would be to organize small programs through 
which the methods of providing good complete 
care to children with rheumatic fever could be 
explored. 


First Steps in Development of Programs of Care 


As a first step in the development of programs 
of care for children with rheumatic fever, the 
Chief of the Children’s Bureau called together a 
small committee of pediatricians and other recog- 
nized authorities in this field. General policies for 
the development and administration of such pro- 
grams were outlined by this group. At present 19 
State rheumatic-fever programs have been ap- 
proved by the Children’s Bureau, as follows: 
California, Connecticut, District of Columbia, 
Idaho, Iowa, Maine, Maryland, Michigan, Min- 


nesota, Missouri, Montana, Nebraska, Oklahoma, 
Rhode Island, South Carolina, Utah, Virginia, 
Washington, and Wisconsin. Although no State 
program is identical with any other, the policies 
outlined by the committee have been generally 
followed. 


Striking Similarity Between British and American 
Recommendations 


How do these policies compare with the recom- 
mendations of the British Paediatric Association 
and the Cardiac Society? The similarity is strik- 
ing. The British group recommends that estab- 
lishment of cardio-rheumatic clinics, organization 
of hospital schools, and compulsory notification of 
all cases of acute rheumatism, chorea, and rheu- 
matic heart disease be undertaken concurrently, 
and states that “there would be no object in set- 
ting up notification if no clinic were established or 
in starting a clinic unless it has access to a hospital 
school.” The American group recommended that: 
“No State program for children with heart disease 
and conditions leading to heart disease, however, 
should be confined to a survey to ascertain the 
prevalence of rheumatic heart disease among chil- 
dren, but should provide also for a plan of services 
that includes diagnostic services, hospital care, 
and convalescent care and other after-care services 
for children who are found to be in need of such 
care.” Approval of State rheumatic-fever plans 
has been contingent on the provision of a complete 
plan for diagnostic and treatment services as out- 
lined in this recommendation. 

The British group recommends that a trial be 
made in certain selected centers, “where suitable 
personnel for staffing clinics and hospital schools 
would be available.” State rheumatic-fever pro- 
grams are all organized around centers “‘where 
it is possible to organize a complete program of 
care for children with rheumatic fever or heart 
disease, including good medical, medical-social, 
and nursing services and facilities for adequate 
diagnostic, hospital, and sanatorial care and after- 
care.” 

In connection with the  cardio-rheumatic 
clinic” the British group recommends that it be 
manned by physicians with experience in chil- 
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dren’s diseases and diseases of the heart, that an 
almoner (the British equivalent of a medical-social 
worker ) be attached to the clinic, that good labora- 
tory facilities be available, and that consultations 
be by appointment. The recommendations of the 
American group for clinic care include supervision 
by a qualified pediatrician or internist with special 
experience in the care of children with rheumatic 
fever, attendance at the clinic by a medical-social 
worker and a nurse, and provision of laboratory 
facilities, appointment system for clinic visits, and 
the keeping of adequate records. 


Consultation at the Homes of Children Recommended 
by Both Groups 


30th groups recommend that consultations at 
the homes of children should be made possible. 

The recommendations of the British group re- 
garding “hospital schools’ are directed toward 
provision of long-term care for children with ac- 
tive rheumatic infection, care which would include 
not only medical and nursing care but continuing 
education as well. The American group made the 
same sort of recommendations in connection with 
“Standards for Convalescent Hospitals and Con- 
valescent and Foster Homes,” in which not only 
were the medical, nursing, and nutritional re- 
quirements outlined, but also the need for educa- 
tion of the children. Great progress has been 
made in the State rheumatic-fever programs in 
finding adequate facilities and in obtaining the co- 
operation of departments of education so as to 
provide teaching for these children. 


Home Supervision of Children Who Have Recovered 
From Rheumatic Fever 


The British group stresses the need for home 
supervision of children who have recovered from 
rheumatic fever and improvement of home en- 
vironment whenever possible. The provision of 
after-care services is included in the recommen- 
dations of the American group. In State rheu- 
matic-fever programs great emphasis has been 
placed on after-care services arranged through 
the consultation services of the pediatrician, the 
medical-social consultant, and the public-health 
nursing consultant on the staff of the State agency. 

Both the American and the British group rec- 
ommend the reporting of rheumatic fever to the 
health authorities, the education of children with 
heart disease in regular classes whenever possible, 
and provisions for vocational training where this 
is needed. 

Because of its great interest to workers in the 
field of rheumatic fever in the United States, the 


report by the Cardiac Society and the British 
Paediatric Association, which was published in 
Archives of Disease in Childhood, Vol. 19 (June 
1944), pp. 96-98, is presented here in full. 


Acute rheumatism is primarily a disease of school 
age and often produces serious results. It impairs 
physical health, causes serious loss of education by pre- 
venting attendance at school, is the main cause of 
organic cardiac disease in early life, and may lead to 
physical incapacity for years and to death relatively early 
in adult life. 


Until it is possible to prevent children becoming the 
victims of this disease, treatment must be limited to 
early diagnosis and the use of those measures which 
are known to hold out the best prospects of limiting the 
cardiac damage. 


These objects can best be effected by the following: 


1. The establishment of cardio-rheumatic clinics where 
the diagnosis can be established early and with cer- 
tainty. 


2. The organization of hospital schools where children 
can be efficiently treated for so long as may be neces- 
sary while education continues. 


3. The compulsory notification of all cases of acute 
rheumatism, chorea, and rheumatic heart disease. 


These steps may ultimately prove desirable for the 
whole country. At the moment, however, it is sug- 
gested that a trial should be made in certain selected 
centers (e.g., large towns with medical schools) where 
suitable personnel for staffing clinics and hospital schools 
would be available. Jt must be stressed that these 
three actions must be taken concurrently and that 
there would be no object in setting up notification if 
no clinic were established or in starting a clinic 
unless it had access to a hospital school. 


The Cardio-rheumatic Clinic 


This should be situated in such a position that it is 
easy of access from the surrounding district. It should 
be closely associated with a key hospital, so that good 
laboratory facilities may be readily available, and the 
clinical material of the clinic may be utilized for teach- 
ing purposes. It should be purely consultative and ad- 
visory, with the objects of diagnosis and supervision, 
of follow-up, of research, and possibly of the direction 
of adolescent patients into suitable occupations. 

Consultations should be by appointment (where neces- 
sary transport should be provided), and school medical 
officers and general practitioners should be encouraged 
to attend. The clinic should be held at least once a 
week, and when needed an evening session should be 
arranged to meet the requirements of patients in em- 
ployment. The follow-up and supervision should continue 
into adult life. This clinic should be staffed by physicians 
with experience in children’s diseases and diseases of the 
heart. This is essential to enable the clinic to deal with 
problems arising in the differential diagnosis of rheumatic 
manifestations and to follow up cardiac cases into adult 
life. In some centers it may be possible to find one 
physician who combines these functions, but in others it 
will be necessary to make use of a team. They should 
have the help of an assistant physician or registrar. An 
almoner should be attached to the clinic and adequate 
secretarial assistance must also be provided. 
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It is desirable that the equipment should include: 
apparatus for measuring height and weight; an X-ray 
set for screening and photographing hearts; an electro- 
cardiograph and a technician; a laboratory for sedi- 
mentation rates, blood counts, and biochemical investiga- 
tions. 

The function of this clinic should be the early diagnosis 
of acute rheumatism in children and adolescents, and 
the follow-up of those patients who have had carditis, 
with the following objects: 


1. Securing the best possible treatment so as to 
minimize cardiac damage. 

2. Supervising the life and activities of the rheumatic 
child. 


3. The compilation of reliable data with the object of 
securing prevention of acute rheumatism. 

4. The direction of cardiac defectives into suitable oc- 
cupations. 

5. The education of medical practitioners in the diag- 
nosis of acute rheumatic carditis and cardiac disease 
generally. 


6. The differentiation of habit spasms and tics from 
chorea, and “growing pains” from acute rheumatism, 
which experience has shown form a large part of the 
work of such a clinic. 


Consultations at the homes of children should be 
made possible. The parents, the family doctor, and the 
school medical officer should be advised as to fitness for 
school and any treatment needed. A report should be 
sent to the family doctor and school medical officer. 

All cases of acute rheumatism, chorea, and carditis 
notified should be immediately referred to the clinics 
unless admitted to the hospital school. School medical 
officers and general practitioners should be authorized 
and encouraged to refer to the clinic all children under 
the age of 16 in whom cardiac murmurs of doubtful 
significance are found. This is important for two rea- 
sons : 


(a) There is often difficulty in deciding whether a 
given murmur is evidence of past or present carditis 
or a congenital malformation or is an “innocent” or 
“functional” murmur; it is most important that any 
such doubt should be removed so that unnecessary re- 
strictions need not be imposed. 


(b) The proper examination of such cases has a great 
value from the point of view of research and education. 


It is desirable in addition that all children with a 
history of past rheumatism or chorea, even though they 
have no signs of cardiac damage, should also be re- 
ferred to the clinic so that they may be kept under super- 
vision and any relapse noted as soon as possible. 

In addition to the report and advice on school and 
treatment a note should be made as to the necessity for 
another examination (i.e., in 6 weeks, 3 months, 6 
months, and so forth) and arrangements made for the 
child to be summoned to the clinic again at that time. 


Hospital Schools 


Such hospitals should be established at suitable points 
throughout the country. They should be hospitals for 
treatment of children with cardiac rheumatism but 
should also be equipped with well-qualified teachers 
and full school apparatus so that educational facilities 


may be available for all those inmates who can benefit 
by education. In addition to continuing general educa- 
tion, each child should be trained as far as may be 
possible so that he is able to earn a living without the 
necessity of laborious physical work. By various grades 
of recreational education both knowledge and manual 
skill may be acquired. 

Where possible these schools should be situated in the 
country, and they should be large enough to accommo- 
date all cases of acute rheumatism arising in the dis- 
trict served. The stay of each child should be a period 
of many months. Each hospital school must be supplied 
with adequate hospital equipment so that nursing of 
severely ill children can be carried out and so that 
progress may be recorded—i.e., an electrocardiograph 
and a technician, an X-ray screen and a suitable labora- 
tory. Each should be a center for research into 
etiological factors and improved treatment of acute 
rheumatism. In these hospital schools the treatment of 
acute rheumatism might well be combined with that of 
other “long stay” children’s diseases. This may be 
particularly necessary in view of the probable shortage 
of skilled teachers of the necessary type since it is 
clearly desirable that all children suffering from long 
illnesses should be provided with educational facilities. 

Where possible the physician in charge of the cardio- 
rheumatic clinic should also visit and supervise the hos- 
pital school, and the assistant physician or registrar 
should also be attached to the hospital school. 

Children will be admitted to the hospital school either 
direct from their homes immediately on notification, from 
other hospitals, or from the clinic, and patients should 
be retained in the hospital school until either (a) their 
condition is proved not to be due to acute rheumatism 
or other cause of cardiac damage, or (b) it is certain 
that the infection is quiescent or the condition cured, and 
the child is fit to live at home. On return they should, 
whenever possible, attend ordinary schools. Experience 
has shown that unless there is considerable cardiac en- 
largement these children are well able to lead a normal 
school life with full activities. Cases with more severe 
cardiac damage can attend ordinary schools provided 
they do no competitive games or drill. P. D. schools 
of a special type may be of great value by enabling 
education to continue until the age of 16 and by pro- 
viding a special vocational training in the final years. 
But it must be remembered that it is most desirable 
from the psychological point of view that these children 
should be brought up as much like normal children as 
possible. A small number of children may be so severely 
damaged that it is advisable to transfer them to an in- 
stitution for chronic invalids if they cannot be adequately 
cared for at home. Immediately on discharge from the 
hospital school the child should be referred back to the 
clinic for supervision. 

In view of the striking social incidence of acute 
rheumatism every effort should be made to promote satis- 
factory housing for all children and to see that all chil- 
dren receive adequate diet and clothing. Children who 
have had acute rheumatism should be given special home 
visits with supervision, and improvement of home en- 
vironment whenever possible. 

The public and the profession should be educated to 
realize the potential importance of upper respiratory 
infection, however trivial it may appear. Parents of 
children attending the supervisory clinics should be 
instructed to report any such infection at once so that 
proper care may be instituted in an attempt to prevent a 
rheumatic relapse. 


‘By “P. D. schools” the report probably means the special 
schools maintained by education authorities in England and 
Wales for children with physical defects. 
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Other Measures 


Vocational training.—Facilities must be made avail- 
able for vocational training of rheumatic children during 
their last years at school and on leaving school so 
that they are trained for suitable sedentary employment. 
When this has been done steps must be taken to ensure 
that when they start work they do in fact obtain such 
employment. 

Notification—The serious results of rheumatic carditis 
and the importance of early diagnosis and adequate 
treatment make it imperative that all cases of sus- 
pected acute rheumatism, chorea, and rheumatic 
heart disease in children under the age of 16 years 
should be made compulsorily notifiable. 

It should be the duty of any medical practitioner who 
suspects that a child or young person is suffering from 


any of the above-named conditions to notify immediately 
the local health authority. 

It should be the duty of the local health authority upon 
the receipt of such notification to refer the child to a 
cardio-rheumatic clinic and if necessary to offer to the 
parents accommodation for the child in a hospital school. 
It should be possible for the notification to be cancelled 
if, after examination at the clinic, it is found that ‘the 
child is not suffering from rheumatism, chorea, or 
rheumatic heart disease. 

Research—All clinics and hospital schools should be 
so staffed and equipped that they become active centers 
of research. This research should be coordinated by 
frequent interchange of ideas amongst the staffs of the 
various regions. This could perhaps be best facilitated 
by a coordinating committee who should be informed of 
all research in progress. 


A limited supply of reprints of this article will be available from the Children’s Bureau, Washington 25, D. C. 


BOOK NOTES 


DEAFNESS AND THE DEAF IN THE UNITED STATEs, by 
Harry Best. Macmillan Co., New York, 1943. 675 pp. 
$6.50. 


This comprehensive book should be of value to profes- 
sional workers in the broad fields of health and social 
service, especially to those engaged in child-health activi- 
ties. It is divided into five parts, under the following 
headings: Deafness and possibilities of its prevention, 
General condition of deaf, Organizations in respect to 
deaf, Provisions for education of deaf children, and Con- 
clusions with respect to work for deaf. Individual chapters 
deal with such phases of the subject as the structure of 
the ear, the causes of deafness, the incidence of deafness 
in the general population and in specific age groups, social 
and economic considerations, means of communication, 
and education of the deaf. Only one chapter deals solely 
with the problem of partial deafness. 


OrTHOPEDIC NuRSING, by Robert V. Funsten, M. D., and 
Carmelita Calderwood, R. N. C. V. Mosby Co., St. 
Louis, 1943. 602 pp. $3.75. 


Written by a physician and a nurse, this book presents 
the combined medical and nursing viewpoints regarding 
the nursing care of patients with orthopedic conditions. 
It points out the need for greater understanding on the 
part of the nurse regarding the orthopedic principles in- 
volved in all types of nursing care and it emphasizes the 
relation between the application of this knowledge and the 
prevention of orthopedic disabilities that may tend to 
develop in patients with long-term debilitating conditions. 

A section including several chapters deals with the 
nursing care of surgical and cast patients, gives descriptive 
material regarding linens and restraints used in the nursing 
care of orthopedic patients, and discusses the responsibili- 
ties shared by nurses and physical therapists. 


Correlated with medical information necessary for intel- 
ligent nursing care of specific orthopedic conditions is a 
discussion of nursing procedures necessary for the suc- 
cessful outcome of medical or surgical care. 

Considerable space is devoted to the nursing care of 
orthopedic conditions in children. There are chapters on 
congenital deformities, cerebral palsy, scoliosis, polio- 
myelitis, and other conditions to which children are 
subject. 


THe Mepicat-SoctaAL WorKER IN A Pustic-HEALTH De- 
PARTMENT. Los Angeles County Health Department, 
1943. 12 pp. Mimeographed. 


This introductory study of the function of medical-social 
workers in a local health department is a valuable con- 
tribution to the limited literature on this subject. It in- 
cludes three brief papers, analyzing the contributions of 
medical-social work in three programs carried on by the 
health department, the tuberculosis program, the social- 
hygiene program, and the maternal-health program. 
Focusing upon the social and environmental conditions 
that may affect the patient’s medical care, the analysis 
shows that mutual understanding of the scope and limita- 
tions of the allied fields of medicine, public-health nursing, 
and medical-social work is of the greatest importance 
when members of the three professions are jointly serving 
the same patients. Good results in problem cases depend 
upon the closest kind of cooperative teamwork. 


[HE YOUNGEST OF THE FAmILy, by Joseph Garland, M.D. 
Revised edition. Harvard University Press, Cambridge, 
1943. 182 pp. $2. 


A handbook for inexperienced mothers. 
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Community Action in the National Go-to-School Drive 


Less than a month after the National Go-to- 
School Drive had been officially launched on Au- 
gust 5 with an announcement by the Children’s 
Bureau and the United States Office of Educa- 
tion, State and local drives had been organized 
and were steaming ahead in at least 32 States. 
Progress reports reaching these two offices show 
the amazing vitality of this national effort to per- 
suade the boys and girls of high-school age to 
resume their studies once more. 

With a background of national activity by news- 
papers, magazines, radio, and motion pictures, 
leaders of community go-to-school drives have 
shown ingenuity, energy, and enthusiasm in rally- 
ing their forces to halt the drastic reduction in 
high-school enrollment, which in 3 years went 
down by a million. 


Community Groups Join Hands 


All kinds of community interests and groups 
have joined hands to give momentum to the cam- 
paigns: Employers, business and _ professional 
men and women, labor unions, school officials, 
women’s organizations, service clubs, churches, 
public officials, and even young people themselves ! 
Frequently school officials have headed the drives. 
In many places committees of the local offices of 
civilian defense have taken leadership. Local cam- 
paigns have followed no one pattern. Each com- 
munity, in the good democratic tradition, has 
worked out its own lines of action. 

It is too early to give a complete picture of this 
Nation-wide mobilization for better school atten- 
dance, on either a full-time or a part-time sched- 
ule, but here are some examples of the ways in 
which different communities have gone about their 
ji b: 

Boys and Girls Speak Up for School 

In Houston, Tex., high-school boys and girls 
who had distinguished themselves in public-speak- 
ing classes have been making speeches before ser- 
vice clubs and civic organizations, urging the adult 
members of these groups to help build up school 
enrollment. One of the themes stressed by these 
young people is the importance of education in 
acquiring better understanding of coming inter- 
national problems and _ responsibilities. 

A city-wide go-to-school committee appointed 
by the superintendent of schools has been actively 


supported by 35 parent-teacher groups, the Y. M. 
C. A., and many other community and civic or- 
ganizations. 

One large oil firm asked all its young workers 
to sign a pledge to return to their classes. 


Parades and Parties Spread the News 


In a section of Boston a parade of schoolboys 
was organized. Carrying home-made banners ex- 
tolling the virtues of education, some 300 mem- 
bers of the Charlestown Boys’ Club paraded 
through their district in a back-to-school demon- 
stration. The parade was followed by a songfest 
and movie show at the clubhouse. 


Pledge To Go Back to School 


At Dorchester House in Boston, the director 
sponsored a dance for boys and girls who had 
agreed to quit their summer jobs and return to 
school for a full year. To be admitted to the dance, 
each young person had to sign and turn in the 
following pledge, which was also signed by a 
witness, preferably a parent or guardian: “I here- 
by pledge to go BACK TO SCHOOL to com- 
plete this year of education and to better prepare 
myself for employment and to learn to be a better 
American citizen now and in the future.” 

With vigorous leadership from the Massachu- 
setts Federation of Teachers and the active co- 
operation of labor unions, veterans’ organizations, 
women’s clubs, and the schools, an active cam- 
paign has been carried on throughout the State. 


Word-of-Mouth Propaganda 


Denver’s parent-teacher association originated 
the idea of a “gossip campaign” to put across the 
go-to-school idea. Their members agreed to “talk 
school” wherever they went and with whomever 
they met—in their homes, at grocery stores, in 
beauty shops, in every kind of meeting place. 

This city’s campaign got under way during the 
latter part of August when the Denver council of 
the parent-teacher association joined with the 
junior chamber of commerce in setting up a co- 
ordinating committee with representatives . from 
labor unions, Federal agencies, and other organ- 
izations interested in the drive. Official sponsor- 
ship for the drive was given by the Denver Board 
of Education. 
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Letters and Telephone Calls Help the Cause 


Letters to employers and telephone calls and 
letters to students working during the summer 
were among the techniques used in Kansas City 
(Mo.) to induce young people of school age to 
re-enroll in school. Early in the campaign the 
director of attendance, visiting teachers, and cen- 
sus of the public schools sent letters about the 
National Go-to-School Drive to the directors of 
personnel in firms for which work permits had 
been issued in recent months. These letters point- 
ed out that many types of employment in which 
youth could work full time during vacation be- 
came illegal for full-time employment after the 
school session began, set forth the provisions that 
applied, emphasized that it was the policy of the 
Kansas City Public Schools to keep minors under 
16 years of age in school, and urged the employers 
to cooperate. 

Just before school opened a concerted effort was 
made to get in touch directly with the young peo- 
ple who were holding jobs during the summer. 
Roughly 800 telephone calls were made and near- 
ly 700 letters were sent to boys and girls who 
could not be reached by telephone. In many cases 
the young people were urged to arrange confer- 
ences with high-school counselors to work out a 
part-time school program if they could not attend 
full time. 


Pictures in the Papers Tell the Story 


Pictures and newspaper articles about boys and 
girls from Minneapolis high schools who had 
worked during the summer but planned to return 
to school were prominently featured in newspa- 
per publicity given the local Back-to-School Drive. 
One story, which pictured two 17-year-old boys 
at work in a flour mill, pointed out that both the 
boys and their employer felt they ought to return 
to their classes because education came first and 
“school was money in the bank.” Another feature 
article, including a picture of three 16- or 17-year- 
old boys at work in a stockroom, stated that they 
had been advised by older men in the plant to get 
all the education they could or they would regret 
it later. A third article in the series, showing two 
girls helping out in a hospital kitchen, told of 
their plans for the future and quoted one of them 
as saying, “Besides, school’s more fun.” 


The campaign has been organized by a city- 
wide committee sponsored by the Minneapolis 
Central Council Parent-Teacher Association and 
representing labor unions, employer associations, 
and churches, as well as the schools. 


Verse-Maker Rhymes His Appeal 


In Ohio, the first to have a State-wide organ- 
ization representing practically every group with 
a civic program, the editor of a Negro weekly 
appealed to his young readers thus: 


I know the stuff is temptin’ 
To a kid just in his teens ; 
It seems hard to stop the jingle 
Of that money in his jeans. 
Kids the age of my boy Israel, 
Who is barely seventeen, 
Have been rollin’ in a pasture 
That is filled with heavy “green.” 
Better master math and language, 
3etter study while you can, 
*Cause the future will cold-shoulder 
Every untrained boy an’ man. 
It's an age of brains that’s comin’ 
So, my boy, don’t be a fool, 
Git prepared for worlds to conquer. 
Leave that job... AN’ FINISH SCHOOL. 
Car Cards and Posters Flash the Message 


In Atlanta posters advertising the go-to-school 
drive have been placed in the department stores 
and theater lobbies. Car cards on the local cam- 
paign have been displayed in street cars and 
busses. 

In addition, a large power company in Atlanta 
issued a pamphlet urging boys and girls to return 
to school and distributed it in all busses and 
street cars. Locally sponsored news flashes have 
been run in all the downtown and neighborhood 
movies. 


Advertisers Give Space 


In many cities retail advertisers carried the go- 
to-school theme in their copy. Thirty-two stores, 
banks, and utility companies in North Adams, 
Mass., joined to buy a page of space in the local 
paper to urge the go-to-school idea. “Thinks He’s 
Smart, Quitting School ... But, Boy, IS HE A 
DOPE!” was the slogan they used. In Fort 
Smith, Ark., a furniture store gave an entire page 
of its newspaper advertising to an appeal in sup- 
port of the campaign. 


The making of America cannot be done alone with picks and shovels to build its forges and ships and 


railroads. The real America of the future is what its boys and girls shall become by academic and vo- 


cational training. 


—John Wanamaker. 
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BOOK 


YOUNG OFFENDERS; an inquiry into juvenile delinquency, 
by A. M. Carr-Saunders, Hermann Mannheim, and E. C. 
Rhodes. Macmillan Co., New York, 1944. 165 pp. $1.75. 


The social and environmental conditions of about 2,000 
delinquent and 2,000 nondelinquent boys are rated in this 
study, the first group-control study of juvenile delinquents 
ever made in Great Britain. The investigation was be- 
gun by the Home Office of the British Government and 
was planned and supervised by three investigators from 
the London School of Economics. The data were gath- 
ered with the help of the probation and education services 
in London and the other areas covered in the study. 

Information on the first thousand boys before the juve- 
nile court in London after October 1, 1938, was matched 
by information on another thousand of the same age and 
from the same schools who had never come before the 
court. The inquiry was later extended to about the same 
number of boys in six industrial cities. 

The homes of the boys were grouped according to 
family structure and home atmosphere. Each group was 
analyzed and the homes of delinquents and of nondelin- 
quents were compared. 

The writers include measurement of attitude of parents 
and children and recommend further research into the 
psychological causes of delinquency. Attitudes of course 
do not readily lend themselves to statistical measurement. 
Furthermore the findings in regard to them were gath- 
ered by a number of different persons using subjective 
criteria. 

The book contains a valuable summary of previous in- 
vestigations into the causes of juvenile delinquency in 
Britain made from 1816 to 1938. 


DEVELOPMENT IN ADOLESCENCE; approaches to the study 
of the individual, by Harold E. Jones, assisted by the 
staff of the Adolescent Growth Study Institute of Child 
Welfare, University of California. D. Appleton-Century 
Co., New York, 1943. 166 pp. $2. 


This account of a boy’s development—1 of the 80 boys 
included in the 7-year California Adolescent Growth 
Study—brings out the advantages of this long-time re- 
search project. Some of the values of such a study, in 
which about 200 boys and girls were originally studied, 
are crystallized in the three-dimensional individual who 
emerges against the background of the growth, develop- 
ment, and personality changes that were taking place at 
the same time in the other subjects of the inquiry. 

By giving detailed information collected about “John 
Sanders,” the youngster whom the book follows from the 
sixth grade to college, the author is able to show us what 
kind of family John lived in, how he was looked upon by 
his teachers and classmates, and how his physical, motor, 
and mental development progressed, as well as how John 
thought about himself and how he struggled against the 
many odds that hampered his social maturation. 


NOTES 


This is one of a series of reports on this group of 80 
youngsters and on individuals in it. It represents the 
interdependent work of psychologists, physicians, a physi- 
ologist, and a school counselor but is set up in such a way 
that “a reader interested in a specific approach can observe 
the application of this method and study an example of 
individual development as portrayed by it.” 

Because of its warmly human approach to John’s prob- 
lems and the wealth of supporting data from the entire 
study, the book avoids turning out to be simply a case 
history and leads the reader to await with interest the 
publications of other parts of the study. 


INSTITUTIONS SERVING CHILDREN, by Howard W. Hop- 
kirk. Russell Sage Foundation, New York, 1944. 244 


Lt? 
pp. $2. 


The Executive Director of the Child Welfare League 
of America has written this account of children’s institu- 
tions on the basis of nearly 20 years’ experience in the 
field of child welfare, much of which was in connection 
with such institutions. 

Consideration is given to the historical development of 
children’s institutions and their change from orphanages 
and asylums into homes and schools; also to the more 
recently established community services for children that 
have influenced programs in the child-welfare field. 

The importance of an appropriate physical plant, with 
the services necessary to maintain it, is not overlooked. 
Floor plans of several institutions are included, and the 
advantages of various types of buildings and the organiza- 
tion of services are discussed. 

The major emphasis is, however, on the aspects of care 
that affect the child most directly. The services needed 
for the education of the child and for his sound physical 
and emotional growth are discussed in detail. Three 
chapters are devoted to the staff required, their educa- 
tional qualifications, and their living and working condi- 
tions. 

The chapters on personal relationships of the child and 
on his education, training, and physical care are rich in 
valuable suggestions for overcoming those routinized pro- 
cedures that contribute little to sound physical and emo- 
tional growth. 

Administrators of children’s institutions will be inter- 
ested in the discussion of costs of care, although this is 
limited by the lack of comparable data. The concluding 
chapter is on evaluation of services through self-criticism 
and surveys. The appendixes include excerpts from a 
report made by Johann Heinrich Pestalozzi on his estab- 
lishment for children more than 150 years ago; excerpts 
from “The Albany Diary” of the author of the present 
volume, written when he was superintendent of an insti- 
tution for dependent and neglected children; and forms 
recommended for recording physical examinations and 
medical histories of staff and social and medical data on 
children. 
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Social Service in Peru 


The School of Social Service in Peru, directed 
by Sefiorita Maria Rosario Araoz, has published 
the first number of its fficial organ, Servicio 
Social, dated December 1943. 

The informative and varied material making 
up the 200 pages of this publication is divided 
into sections, each dealing with a separate prob- 
lem, such as Principles of social work; Fields in 
which social workers can be used; Studies made 
by the students of the School of Social Service. 

The leading article, entith-d, “The Status of the 
School of Social Service in Peru,”? is a valuable 
document on social work i: that country. 

The author describes some of the public-health 
and social conditions in Peru needing improve- 
ment through social service, the purpose of which, 
in his words, is “better practical application of 
legal measures enacted in the spirit of social jus- 
tice.” With the aid of frequent quotations from 
sources in Spanish and other languages Professor 
Nufiez presents his conception of social service 
as an instrument for dealing with the problems 
arising out of poverty, ill health, neglect of chil- 
dren, and so forth. The social worker deals with 
the family and with society as a whole, he says, 
as distinguished from the public-health nurse, who 
works with the individual case of the patient, 
whether in a hospital or in his own home. Trained 
social workers are needed to carry out the pro- 
gram of social service that has been undertaken 
by the State. Training, in the author’s opinion, 
will assure proper use of the available resources 
and the proper direction of social work; also, 
through the individual case work done by trained 
social workers the State will obtain information 
that will enable it to introduce reforms. 


1La Posicién Nacional de 1 Escuela de Servicio S 
Peru, por Estuardo Nunez, Profesor de Economia Social d 
Servicio Social, Lima, Diciembre 1943, No. 1, pp. 5-22. 


CONFERENCE 


Oct. 22-28. National Hearing Week. American 
Society for the Hard of Hearing, 1537 Thirty- 
fifth Street NW, Washington 7. 


Oct. 30-Nov. 1. National Society for Crippled 
Children. Twenty-second annual meeting. Chi- 
cago. Chairman, Percy C. Angove, 514 Buhl 

Building, Detroit 26. 


The School of Social Service in Peru, Says the 
article, was established under a law of 1937; and, 
in compliance with that law, it concentrated in the 
beginning on the training of welfare workers for 
service in industry. Soon, however, it became 
apparent that social workers were needed in other 
fields too, mainly those of public health and edu- 
cation. The curriculum of the school was modified 
by Executive Order in 1943; and now it consists 
of 2% years of theoretical and practical study, as 
a basic preparation for social work, and 6 months 
of practical training in one of the following fields: 
Public health, industry, rural communities, public 
schools, and penal institutions. The school aims 
to adapt social service to the needs of the people; 
to this end its students have been studying these 
needs, and, according to Professor Nufiez, they 
will continue to do so, so that its graduates may 
be qualified to take part in the building of the 
new world which is to follow the present world- 
wide crisis. 

The results of two practical studies made by 
the students of the school are published in the 
present number of Servicio Social. One relates 
to the eating habits of the families of public-school 
children in a district in the city of Lima, and the 
other to the general welfare of the families of 
workers on three sugar plantations. The subjects 
of the latter study include the workers’ living 
quarters, eating habits, clothes, education; also 
the medical care and recreational facilities pro- 
vided for them by the owners of the plantations. 

Reviews of books in English and Spanish, sum- 
maries of articles in current periodicals, and news 
notes from other American countries are also in- 
cluded in Servicio Social, which is a substantial 
contribution to knowledge of social service in 


Peru. A Ss: 


CALENDAR 


Nov. 5-11. American Education Week. General 
theme: Education for New Tasks. Sponsored 
by National Education Association, 1201 Six- 
teenth Street NW., Washington 6. 

Nov. 9-11. American Academy of Pediatrics. 
Annual meeting. St. Louis. Secretary: Dr. Clif- 
ford G. Grulee, 636 Church Street, Evanston, 
Til. 








